Plasma Vitamin C and Cancer Mortality in Kidney Transplant Recipients by Gacitua, Tomas A. et al.
 
 
 University of Groningen
Plasma Vitamin C and Cancer Mortality in Kidney Transplant Recipients
Gacitua, Tomas A.; Sotomayor, Camilo G.; Groothof, Dion; Eisenga, Michele F.; Pol, Robert
A.; de Borst, Martin H.; Gans, Rijk O. B.; Berger, Stefan P.; Rodrigo, Ramon; Navis, Gerjan J.
Published in:
Journal of Clinical Medicine
DOI:
10.3390/jcm8122064
IMPORTANT NOTE: You are advised to consult the publisher's version (publisher's PDF) if you wish to cite from
it. Please check the document version below.
Document Version
Publisher's PDF, also known as Version of record
Publication date:
2019
Link to publication in University of Groningen/UMCG research database
Citation for published version (APA):
Gacitua, T. A., Sotomayor, C. G., Groothof, D., Eisenga, M. F., Pol, R. A., de Borst, M. H., Gans, R. O. B.,
Berger, S. P., Rodrigo, R., Navis, G. J., & Bakker, S. J. L. (2019). Plasma Vitamin C and Cancer Mortality
in Kidney Transplant Recipients. Journal of Clinical Medicine, 8(12), [2064].
https://doi.org/10.3390/jcm8122064
Copyright
Other than for strictly personal use, it is not permitted to download or to forward/distribute the text or part of it without the consent of the
author(s) and/or copyright holder(s), unless the work is under an open content license (like Creative Commons).
Take-down policy
If you believe that this document breaches copyright please contact us providing details, and we will remove access to the work immediately
and investigate your claim.
Downloaded from the University of Groningen/UMCG research database (Pure): http://www.rug.nl/research/portal. For technical reasons the





Plasma Vitamin C and Cancer Mortality in Kidney
Transplant Recipients
Tomás A. Gacitúa 1 , Camilo G. Sotomayor 1,* , Dion Groothof 1, Michele F. Eisenga 1,
Robert A. Pol 2, Martin H. de Borst 1 , Rijk O.B. Gans 1, Stefan P. Berger 1, Ramón Rodrigo 3 ,
Gerjan J. Navis 1 and Stephan J.L. Bakker 1
1 Department of Internal Medicine, University Medical Center Groningen, University of Groningen,
9713 GZ Groningen, The Netherlands; t.a.gacitua.guzman@umcg.nl (T.A.G.); d.groothof@umcg.nl (D.G.);
m.f.eisenga@umcg.nl (M.F.E.); m.h.de.borst@umcg.nl (M.H.d.B.); r.o.b.gans@umcg.nl (R.O.B.G.);
s.p.berger@umcg.nl (S.P.B.); g.j.navis@umcg.nl (G.J.N.); s.j.l.bakker@umcg.nl (S.J.L.B.)
2 Department of Surgery, University Medical Center Groningen, University of Groningen,
9713 GZ Groningen, The Netherlands; r.pol@umcg.nl
3 Molecular and Clinical Pharmacology Program, Institute of Biomedical Sciences, Faculty of Medicine,
University of Chile, CP 8380453 Santiago, Chile; rrodrigo@med.uchile.cl
* Correspondence: c.g.sotomayor.campos@umcg.nl; Tel.: +31-061-921-08-81
Received: 15 October 2019; Accepted: 21 November 2019; Published: 23 November 2019 
Abstract: There is a changing trend in mortality causes in kidney transplant recipients (KTR), with a
decline in deaths due to cardiovascular causes along with a relative increase in cancer mortality rates.
Vitamin C, a well-known antioxidant with anti-inflammatory and immune system enhancement
properties, could offer protection against cancer. We aimed to investigate the association of plasma
vitamin C with long-term cancer mortality in a cohort of stable outpatient KTR without history
of malignancies other than cured skin cancer. Primary and secondary endpoints were cancer
and cardiovascular mortality, respectively. We included 598 KTR (mean age 51 ± 12 years old,
55% male). Mean (SD) plasma vitamin C was 44 ± 20 µmol/L. At a median follow-up of 7.0 (IQR,
6.2–7.5) years, 131 patients died, of which 24% deaths were due to cancer. In Cox proportional
hazards regression analyses, vitamin C was inversely associated with cancer mortality (HR 0.50;
95%CI 0.34–0.74; p < 0.001), independent of potential confounders, including age, smoking status and
immunosuppressive therapy. In secondary analyses, vitamin C was not associated with cardiovascular
mortality (HR 1.16; 95%CI 0.83–1.62; p = 0.40). In conclusion, plasma vitamin C is inversely associated
with cancer mortality risk in KTR. These findings underscore that relatively low circulating plasma
vitamin C may be a meaningful as yet overlooked modifiable risk factor of cancer mortality in KTR.
Keywords: Kidney transplant; vitamin C; cancer mortality; oxidative stress.
1. Introduction
Although kidney transplantation improves the prognosis of patients with end-stage renal disease
(ESRD), kidney transplant recipients (KTR) remain at higher mortality risk compared to healthy
individuals [1]. Since the beginning of kidney transplantation, the main cause of death has been
cardiovascular [2–4]. In recent years, however, there has been a changing trend in mortality causes
in KTR, with a decline in death due to cardiovascular causes along with a relative increase in cancer
mortality [2,5–7]. Among non-cardiovascular deaths, malignancies lead the individual causes of
death [8,9]. Noteworthy is that overall risk of death associated with cancer in KTR is ten-fold higher than
in the general population [9]. Given this relative increase in cancer mortality in KTR, further studies to
explore potential risk factors and underlying mechanisms are needed.
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Post-transplantation immunosuppression as well as chronic uremic state have been recently
proposed as risk factors, with oxidative stress as a potential underlying mechanism [2,10,11]. Vitamin C
is a well-known radical scavenger and reducing agent [12], and due to its antioxidant, anti-inflammatory
and immune system enhancement properties, it could offer protection against cancer incidence in
KTR [13]. There is evidence supporting that low plasma vitamin C may lead to an increased risk of
dying from cancer in the general male population [13], and is also inversely associated with gastric
cancer risk in the general population [14].
Increased oxidative stress occurs when there is an imbalance between antioxidant and pro-oxidant
species, leading to oxidative damage. Malondialdehyde (MDA), a decomposition product of
peroxidized polyunsaturated fatty acids, is a widely used and sensitive biomarker of oxidative
damage [15]. Gamma-glutamyl transpeptidase (GGT) is also currently used as an indicator of whole
body oxidative stress [16,17]. Uric acid in plasma acts as antioxidant in presence of vitamin C [18].
Higher levels of free thiol groups have been proposed to be protective against oxidative damage,
similarly to vitamin C [19]. Under the hypothesis that anti-carcinogenic properties of vitamin C are
mainly driven by its antioxidant properties, the potential protective effect of vitamin C against cancer
mortality would be expected to vary upon changes in oxidative stress biomarkers.
This evidence suggests that vitamin C could be a simple and widely available modifiable risk
factor for cancer mortality in KTR. Nevertheless, studies focusing on the prospective association of
vitamin C and long-term cancer mortality in this clinical setting are lacking. In this study, in primary
analyses we aimed to investigate the association of circulating plasma vitamin C concentrations with
long-term cancer mortality in a large cohort of KTR. As oxidative stress is considered a potential
underlying mechanism, we aimed to assess whether the potential association of plasma vitamin C
with cancer mortality would vary upon changes in oxidative stress biomarkers, i.e., uric acid, free thiol
groups, MDA and GGT. In secondary analyses, we aimed to investigate the association of circulating
plasma vitamin C concentrations with cardiovascular mortality.
2. Materials and Methods
2.1. Study Design and Patients
We performed a post hoc analysis in the TransplantLines Insulin Resistance and Inflammation
Biobank and Cohort Study, number NCT03272854. Outpatient KTR (≥18 years old) with a functioning
graft for at least 1 year were invited to participate between August 2001 and July 2003. Patients with
overt congestive heart failure and patients diagnosed with cancer other than cured skin cancer
(squamous cell or basal cell carcinoma successfully treated by a dermatologist) were not considered
eligible for the study. The outpatient follow-up constitutes a continuous surveillance system in
which patients visit the outpatient clinic with declining frequency, in accordance with the American
Transplantation Society guidelines [20]. A total of 847 KTR were invited to be enrolled, of which 606
(72%) patients provided written informed consent to participate. Data were extensively collected at
baseline. Patients with missing plasma vitamin C concentration (n = 8) were excluded for the statistical
analysis, resulting in 598 KTR, of whom data are presented in the current study (Figure S1). The present
study was approved by the Institutional Review Board (METc 2001/039), and was conducted in
accordance with declarations of Helsinki and Istanbul.
2.2. Kidney Transplant Recipients Characteristics
Relevant characteristics including recipient age, gender, and transplant date were extracted from
the Groningen Renal Transplant Database. This database contains detailed information on all kidney
transplantations that have been performed at the University Medical Center Groningen since 1968.
Details of the standard immunosuppressive treatment were described previously [21]. Smoking status
was obtained using a self-report questionnaire at inclusion. Details about collection of dietary history
have been described before [22]. In brief, a semi-quantitative food-frequency questionnaire was used
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to assess fruit and vegetable intake. Fruit intake was assessed by asking participants ‘How many
servings of fruit do you eat per day on average?’ Vegetable intake was assessed by asking participants
‘How many tablespoons of vegetable do you eat per day on average?’ Respondents were asked to
choose among five possible frequency categories: 0, 1, 2, 3, ≥4 per day. Collection of data on use of
vitamin C or multivitamin supplements containing vitamin C was systematically performed, by means
of self-report, at baseline.
2.3. Laboratory Measurements
All measurements were performed during a morning visit to the outpatient clinic. Diabetes mellitus
was defined according to the guidelines of the American Diabetes Association [23]. Proteinuria was
defined as urinary protein excretion≥0.5 g/24 h. Kidney function was assessed by estimated Glomerular
Filtration Rate (eGFR) applying the Chronic Kidney Disease Epidemiology Collaboration equation [24].
Blood was drawn after a fasting period of 8–12 h, which included no medication intake.
According to a strict protocol, patients were instructed to collect a 24-hour urine sample the day
before their visit to the outpatient clinic. Total cholesterol, low-density lipoprotein cholesterol (LDL),
plasma triglycerides, plasma glucose levels, plasma insulin concentration, and glycated hemoglobin
(HbA1C) were determined as described previously [25]. Plasma high sensitivity C-reactive protein
(hs-CRP) was measured by enzyme-linked immunosorbent assay, as described previously [26].
MDA was measured fluorescently after binding to thiobarbituric acid as described before [27]. Ellman’s
reagent was used for the determination of free thiol groups in cell culture and a cell-free solution
of L-cysteine as described previously [28]. Plasma creatinine concentration was determined using
a modified version of the Jaffé method (MEGA AU510; Merck Diagnostica). Total urinary protein
concentration was analyzed using the Biuret reaction (MEGA AU510; Merck Diagnostica).
2.4. Plasma Vitamin C Measurement
After phlebotomy, blood was directly transferred to the laboratory on ice, deproteinized and
stored in the dark at −20◦C until analysis. For quantitative measurement ascorbic acid is enzymatically
transformed to dehydroascorbic acid, which in turn is derivatized to 3-(1,2-dihydroxyethyl) furo-[3,4-b]
quinoxaline-1-one. Then, reversed phase liquid chromatography with fluorescence detection is applied
(excitation 355 nm, emission 425 nm).
2.5. Cause-Specific Mortality and Graft Failure
The primary endpoint for analyses was mortality from cancer, defined according to a previously
specified list of International Classification of Diseases, Ninth Revision (ICD-9) codes 140–239 [29].
Secondary endpoint was mortality from cardiovascular causes, defined as death due to cerebrovascular
disease, ischemic heart disease, heart failure, or sudden cardiac death according to ICD-9 codes 410–447.
Information on the cause of death was derived from the patients’ medical records and was assessed
by an adjudication committee. Information about death-related type of cancer was ascertained by
contacting the general practitioners who were in charge of deceased cancer patients. Graft failure was
defined as return to dialysis or need for a re-transplantation. The continuous surveillance system of the
outpatient program ensures up-to-date information on patient status and cause of death. There was no
loss to follow-up.
2.6. Statistical Analyses
Data analysis was performed using SPSS version 23.0 software (SPSS Inc., Chicago, IL, USA),
STATA 14.1 (STATA Corp., College Station, TX, USA), and R version 3.2.3 (R Foundation for Statistical
Computing, Vienna, Austria). In all analyses, a two-sided p < 0.05 was considered significant.
Continuous variables were summarized using mean (standard deviation; SD) for normally distributed
data, whereas skewed distributed variables are given as median (interquartile range; IQR). Categorical
variables were summarized as numbers (percentage). Multiple imputation was performed to account
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for missingness of data among variables other than data on plasma vitamin C [30]. The percentages
of missing data were 0.2, 0.2, 0.2, 0.2, 0.3, 0.3, 0.3, 0.3, 0.5, 0.7, and 0.7% for waist circumference,
HbA1C, albumin, alkaline phosphatase, proteinuria, leukocyte concentration, MDA, cumulative dose of
prednisolone, uric acid, GGT, and prior history of cardiovascular disease, respectively. The percentages
of missing data were maximally 11, 21, and 33% for free thiol groups, free fatty acids, and fruit and
vegetable intake, respectively.
Age- and sex-adjusted linear regression analyses were performed to evaluate the association of
plasma vitamin C concentrations with baseline characteristics. Residuals were checked for normality
and variables were natural log-transformed when appropriate. In order to study in an integrated
manner which patient- and transplant-related variables of interest were independently associated
with and were determinants of plasma vitamin C concentrations, we performed forward selection
of baseline characteristics by including all the variables that were associated with plasma vitamin C
with a p < 0.1 in the preceding age- and sex-adjusted linear regression analyses. Selected variables
were then used to perform stepwise backwards multivariable linear regression analyses (Pout > 0.05).
Standardized beta coefficients represent the difference (in standard deviations) in plasma vitamin C per
1 standard deviation increment in continuous baseline characteristics, or for categorical characteristics
the difference (in standard deviations) in plasma vitamin C compared to the implied reference group.
To analyze whether plasma vitamin C was prospectively and independently associated with cancer
mortality, we performed multivariable-adjusted Cox proportional hazards regression analyses. For
these analyses plasma vitamin C concentrations were used as log-transformed values with a log2 base,
in order to obtain the best fitting model. We tested proportionality assumptions of Cox proportional
hazards regression analyses, and they were satisfied, indicating that the association of baseline vitamin
C with outcome is constant over follow-up time of the current study. The selection of covariates
was made a priori, considering their potential confounding effect based on previously described risk
factors for all-cause mortality in KTR and generally accepted risk factors for cancer mortality in the
general population and in KTR [9,10,13,31]. We adjusted for age, sex, and smoking status (Model 1);
eGFR, dialysis vintage, time since transplantation and proteinuria (Model 2); and, fruit and vegetable
intake (Model 3). To avoid overfitting and inclusion of too many variables for the number of events,
further models were performed with additive adjustments to Model 3 [32]. We performed additional
adjustments for diabetes mellitus, hs-CRP and prior history of cardiovascular disease (Model 4);
immunosuppressive therapy (use of calcineurin inhibitors (CNI), use of antimetabolites, use of
mammalian target of rapamycin (m-TOR) inhibitors, and cumulative dose of prednisolone, calculated
as the sum of maintenance dose of prednisolone since kidney transplantation until inclusion in the
study and the dose of prednisolone or methylprednisolone required for treatment of acute rejection
(a conversion factor of 1.25 was used to convert methylprednisolone to prednisolone dose). For acute
rejection, different amounts of prednisolone or methylprednisolone were administered, which was taken
into account in the calculations. Rejection episodes after inclusion were not included [33]; Model 5);
and transplantation era (Model 6). Transplantation eras, with corresponding immunosuppressing
medications, have been previously well described [34]. In secondary analyses, the aforementioned Cox
proportional hazards regression analyses were performed for cardiovascular mortality. The analyses
for both cancer death and cardiovascular death were performed by fitting multivariable-adjusted
proportional cause-specific hazard models. In each of these models, the competing events were treated
as censored observations, causing the regression parameters to directly quantify the hazard ratio among
those individuals who are actually at risk of developing the event of interest, i.e., cancer mortality
or cardiovascular mortality [35]. Hazard ratios (HR) are reported with 95% confidence interval (CI).
The HR of each model is given per doubling of vitamin C concentration.
To adhere to existing recommendations for good reporting on survival analyses [36,37], we tested
for potential interaction of all potential confounders and the oxidative stress biomarkers with vitamin
C, namely, uric acid, free thiol groups (corrected by total serum protein) [19], MDA, and GGT by fitting
models containing both main effects and their cross product terms. For these analyses, Pinteraction < 0.05
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was considered to indicate significant interaction. We also performed subgroup analyses according to
the aforementioned oxidative stress biomarkers, with adjustment for age, sex, smoking status, eGFR,
dialysis vintage, time since transplantation, proteinuria, and fruit and vegetable intake. Cut-off points
of originally continuous variables used in the stratified analyses were determined so they would allow
for an as much as possible similar number of events in each subgroup, and thus allow for similar
statistical power for the assessment of the primary association under study (plasma vitamin C and
cancer mortality) in each subgroup after stratification of the overall population. Whenever and as
much as possible, these criteria were matched with clinical cut-off points.
In sensitivity analyses, we performed graft failure-censored Cox proportional hazards regression
analyses of the association of plasma vitamin C with cancer mortality and cardiovascular mortality.
In addition, we performed Cox proportional hazards regression analyses of the association of plasma
vitamin C with cancer mortality with adjustment for HbA1c instead of diabetes mellitus.
3. Results
3.1. Baseline Characteristics
A total of 598 patients (51± 12 years old, 55% male) were included at a median of 5.9 (IQR, 2.6–11.4)
years after kidney transplantation. None of the patients used vitamin C supplements or multivitamin
supplements containing vitamin C. Mean plasma vitamin C concentration was 44 ± 20 µmol/L, mean
eGFR was 47 ± 16 mL/min/1.73 m2. Patient-related variables of interest, including transplant-related
characteristics and immunosuppressive therapy are summarized in Table 1. The results of the age-
and sex-adjusted linear regression analyses are shown in Table 2. In stepwise backward multivariable
linear regression analysis, fruit intake (std. β = 0.22; p < 0.01), dialysis vintage (std. β = −0.09; p < 0.05),
proteinuria ≥0.5 g/24 h (std. β = −0.11; p < 0.05), HbA1C (std. β = −0.14; p < 0.01), diastolic blood
pressure (std. β = −0.16; p < 0.01), alkaline phosphatase (std. β = −0.15; p < 0.01), hs-CRP (std.
β = −0.17; p < 0.01) and male sex (std. β = −0.18; p < 0.01) were identified as independent determinants
of plasma vitamin C (Table 2). The overall R2 of the final model was 0.21.
Table 1. Baseline characteristics of 598 kidney transplant recipients.
Baseline Characteristics All Patients
Study subjects, n (%) 598 (100)
Plasma vitamin C, µmol/L, mean (SD) 44 (20)
Demographics
Age, years, mean (SD) 51 (12)
Sex, male, n (%) 328 (55)
Caucasian ethnicity, n (%) 577 (97)
Body composition
Body mass index, kg/m2, mean (SD) 26.0 (4.3)
Body surface area, m2, mean (SD) 1.9 (0.2)
Waist circumference, cm, mean (SD) a 97 (14)
Kidney allograft function
estimated Glomerular Filtration Rate, mL/min/1.73 m2, mean (SD) 47 (16)
Proteinuria ≥0.5 g/24 h, n (%) b 166 (28)
Tobacco use
Never smoker, n (%) 214 (36)
Ex-smoker, n (%) 251 (42)
Current smoker, n (%) 131 (22)
Blood pressure
Systolic blood pressure, mmHg, mean (SD) 153 (23)
Diastolic blood pressure, mmHg, mean (SD) 90 (10)
Prior history of cardiovascular disease
History of myocardial infarction, n (%) c 48 (8)
History of cerebrovascular accident or transient ischemic attack, n (%) c 32 (5)
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Table 1. Cont.
Baseline Characteristics All Patients
Diet
Fruit intake, servings/day, mean (SD) d 1.5 (1.0)
Vegetable intake, tablespoons/day, mean (SD) d 2.5 (0.8)
Diabetes and glucose homeostasis
Diabetes, n (%) 105 (18)
HbA1C, %, mean (SD) a 6.5 (1.1)
Insulin, µU/mL, median (IQR) 11.2 (8.0–16.3)
Glucose, mmol/L, median (IQR) 4.5 (4.1–5.0)
Laboratory measurements
Leukocyte concentration, × 109/L, mean (SD) b 8.6 (2.4)
hs-CRP, mg/L, median (IQR) 2.0 (0.8–4.8)
Albumin, g/L, mean (SD) a 41 (3)
Lipids
Total cholesterol, mmol/L, mean (SD) 5.6 (1.1)
HDL cholesterol, mmol/L, mean (SD) 1.1 (0.3)
LDL cholesterol, mmol/L, mean (SD) 3.5 (1.0)
Free fatty acids, µmol/L, mean (SD) e 403 (180)
Triglycerides, mmol/L, median (IQR) 1.9 (1.4–2.6)
Oxidative stress
Uric acid, mmol/L, mean (SD) f 0.45 (0.13)
Malondialdehyde, µmol/L, mean (SD) b 5.6 (1.8)
Gamma-glutamyl transpeptidase, U/L, median (IQR) c 24 (18–39)
Alkaline phosphatase, U/L, median (IQR) a 72 (57–94)
Kidney transplant and immunosuppressive therapy
Dialysis vintage, months, median (IQR) 27 (13–48)
Time since transplantation, years, median (IQR) 6 (3–11)
Donor type (living), n (%) 83 (14)
Use of calcineurin inhibitor, n (%) 470 (79)
Cyclosporine, n (%) 386 (65)
Tacrolimus, n (%) 84 (14)
Use of antimetabolites, n (%) 441 (74)
Azathioprine, n (%) 194 (32)
Mycophenolate acid, n (%) 247 (41)
Use of mammalian target of rapamycin inhibitors, n (%) 10 (1.7)
Cumulative dose of prednisolone, g, median (IQR) b 21 (11–38)
Data available in: a 597, b 596, c 594, d 400, e 471, f 595. Abbreviations: hs-CRP, high-sensitive C reactive protein;
HDL, high-density lipoprotein; IQR, interquartile range; LDL, low-density lipoprotein; HbA1C, glycated hemoglobin;
SD, standard deviation.
Table 2. Association of baseline characteristics with plasma vitamin C in 598 kidney transplant recipients.
Baseline Characteristics




Std. β Std. β
Study subjects, n (%) — —
Plasma vitamin C, µmol/L, mean (SD) — —
Demographics
Age, years −0.56
Sex, male −0.19 *** −0.18 ***
Caucasian ethnicity −0.21
Body composition
Body mass index, kg/m2 −0.08 * ~
Body surface area, m2 −0.06
Waist circumference, cm −0.15 *** ~
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Table 2. Cont.
Baseline Characteristics




Std. β Std. β
Kidney allograft function
estimated Glomerular Filtration Rate, mL/min/1.73 m2 0.11 *** ~
Proteinuria ≥0.5 g/24 h −0.11 *** −0.11 **
Tobacco use
Never smoker 0.03
Ex-smoker 0.08 * ~
Current smoker −0.11 *** ~
Blood pressure
Systolic blood pressure, mmHg −0.12 *** ~
Diastolic blood pressure, mm Hg −0.1 ** −0.16 ***
Prior history of cardiovascular disease
History of myocardial infarction −0.01
History of cerebrovascular accident or transient ischemic attack −0.04
Diet
Fruit intake, servings/day 0.22 *** 0.22 ***
Vegetable intake, tablespoons/day 0.09* ~
Diabetes and glucose homeostasis
Diabetes −0.11 *** ~
HbA1C, % −0.13 *** −0.14 ***
Insulin, µU/mL −0.09 ** ~
Glucose, mmol/L −0.07 * ~
Laboratory measurements
Leukocyte concentration, x × 109/L −0.03
hs-CRP, mg/L −0.14 *** −0.17 ***
Albumin, g/L 0.14 *** ~
Lipids
Total cholesterol, mmol/L 0.05
HDL cholesterol, mmol/L 0.12 *** ~
LDL cholesterol, mmol/L 0.07 * ~
Free fatty acids, µmol/L −0.07
Triglycerides, mmol/L −0.09 ** ~
Oxidative stress
Uric acid, mmol/L −0.14 *** ~
Malondialdehyde, µmol/L 0.01
Gamma-glutamyl transpeptidase, U/L −0.05
Alkaline phosphatase, U/L −0.18 *** −0.15 ***
Kidney transplant and immunosuppressive therapy
Dialysis vintage, months −0.09 ** −0.09 **
Time since transplantation, years 0.18 *** ~
Donor type (living) 0.02
Use of calcineurin inhibitor −0.08 ** ~
Cyclosporine −0.03
Tacrolimus −0.06
Use of antimetabolites 0.01
Azathioprine 0.10 ** ~
Mycophenolate acid −0.09 ** ~
Use of mammalian target of rapamycin inhibitors −0.09 ** ~
Cumulative dose of prednisolone, g 0.17 *** ~
* p Value < 0.1; ** p Value < 0.05; *** p Value < 0.01. † Linear regression analysis; adjusted for age and sex.
§ Stepwise backwards linear regression analysis; for inclusion and exclusion in this analysis, p Values were set at
0.1 and 0.05, respectively. ~ Excluded from the final model. Abbreviations: Std. β, standardized beta coefficient;
hs-CRP, high-sensitive C reactive protein; HDL, high-density lipoprotein; LDL, low-density lipoprotein; HbA1C,
glycated hemoglobin.
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3.2. Primary Prospective Analyses
At a median follow-up of 7.0 (IQR, 6.2–7.5) years, 131 (22%) patients died, of which 32 (24%) deaths
were due to cancer (summary of types of cancer can be found in Table S1). Median time from kidney
transplantation to cancer death was 12.0 (IQR, 6.2–20.0). In multivariable-adjusted Cox proportional
hazards regression analyses, plasma vitamin C concentration was inversely associated with cancer
mortality risk (HR 0.50; 95%CI 0.34–0.74; p < 0.001), independent of potential confounders including
age, sex, smoking status, eGFR, dialysis vintage, time since transplantation, proteinuria, fruit and
vegetable intake, diabetes mellitus, hs-CRP, prior history of cardiovascular disease, immunosuppressive
therapy and transplantation era (Table 3, Models 1–6) (Figure 1). Full report of coefficient estimates
for both the variable of interest plasma vitamin C as well as for potential confounders included in
every multivariable model (Models 1–6) are shown in Table S2. Neither significant interaction of
the association of vitamin C with cancer mortality was found for potential confounders (Table S3)
nor for oxidative stress biomarkers. Results of interaction and subgroup analyses of oxidative stress
biomarkers are presented in Figure 2.
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Figure 1. Association of plasma vitamin C with cancer mortality risk in 598 KTR. Data were fitted
by a Cox proportional hazards regression model adjusted for age, sex, smoking status, estimated
Glomerular Filtration Rate, dialysis vintage, time since transplantation, proteinuria, fruit and vegetable
intake, diabetes mellitus, high-sensitivity C-reactive protein, and prior history of cardiovascular disease
(Model 4). The gray areas indicate the 95% CIs. The line in the graph represents the hazard ratio.
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Figure 2. Interaction and subgroup analyses of the association of plasma vitamin C with cancer
mortality. Pinteraction was calculated by fitting models which contain both main effects as continuous
variables and their cross-product term. Hazar ratios were calculated with adjustment for age, sex,
smoking status, estimated Glomerular Filtration Rate, dialysis vintage, time since transplantation,
proteinuria, and fruit and vegetable intake, analogous to Model 3 of the overall prospective analyses.
Abbreviations: CI, confidence interval; MDA, malondialdehyde; GGT, gamma-glutamyl transpeptidase.
Table 3. Association of plasma vitamin C with cancer mortality in 598 kidney transplant recipients.
Mod ls
Vitamin C (Log2), Continuous (µmol/L)
HR a 95% CI p Value
Crude 0.63 0.43–0.92 0.016
Model 1 0.61 0.43–0.87 0.006
Model 2 0.52 0.35–0.75 0.001
Model 3 0.50 0.34–0.74 <0.001
Model 4 0.49 0.33–0.72 <0.001
Model 5 0.55 0.38–0.80 0.002
Model 6 0.47 0.32–0.70 <0.001
Cox proportional hazards regression analyses were performed to assess the association of plasma vitamin C
with cancer mortality. Model 1: adjustment for age, sex and smoking status. Model 2: Model 1 + adjustment
for estimated Glomerular Filtration Rate, dialysis vintage, time since transplantation and proteinuria. Model 3:
Model 2 + adjustment for fruit and vegetable intake. Model 4: Model 3 + adjustment for diabetes mellitus,
high-sensitivity C-reactive protein and prior history of cardiovascular disease. Model 5: Model 3 + adjustment for
immunosuppressive therapy. Model 6: Model 3 + adjustment for transplantation era. Abbreviations: HR, hazard
ratio; CI, confidence interval. a Each model hazard ratio is given per doubling of vitamin C concentration.
3.3. Secondary Prospective Analyses
In secondary analyses, at a median follow-up of 7.0 (IQR, 6.2–7.5) years, 131 (22%) patients died,
of which 67 (49%) deaths were due to cardiovascular causes. Median time from kidney transplantation
to cardiovascular death was 11.0 (IQR, 7.6–14.8). There was no significant association of plasma
vitamin C with cardiovascular mortality (HR 1.16; 95%CI 0.83–1.62; p = 0.40) (Table 4). This finding
remained unaltered after adjustment for potential confounders, analogous to Models 1 to 6 of the
primary analyses.
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Table 4. Association of plasma vitamin C with cardiovascular mortality in 598 kidney transplant recipients.
Models
Vitamin C (Log2), Continuous (µmol/L)
HR 95% CI p Value
Crude 0.97 0.70–1.33 0.83
Model 1 0.97 0.71–1.33 0.86
Model 2 1.04 0.75–1.44 0.83
Model 3 1.16 0.83–1.62 0.40
Model 4 1.31 0.92–1.86 0.13
Model 5 1.21 0.86–1.70 0.27
Model 6 1.15 0.82–1.61 0.41
Cox proportional hazards regression analyses were performed to assess the association of plasma vitamin C with
cardiovascular mortality. Model 1: adjustment for age, sex, and smoking status. Model 2: Model 1 + adjustment
for estimated Glomerular Filtration Rate, dialysis vintage, time since transplantation and proteinuria. Model 3:
Model 2 + adjustment for fruit and vegetable intake. Model 4: Model 3 + adjustment for diabetes mellitus,
high-sensitivity C-reactive protein and prior history of cardiovascular disease. Model 5: Model 3 + adjustment for
immunosuppressive therapy. Model 6: Model 3 + adjustment for transplantation era. Abbreviations: HR, hazard
ratio; CI, confidence interval.
3.4. Sensitivity Analyses
After performing graft failure-censored Cox proportional hazards regression analyses, our primary
findings of the association of plasma vitamin C with both cancer mortality and cardiovascular mortality
remained materially unchanged (Tables S4 and S5, respectively). After performing Cox proportional
hazards regression analyses of the association of plasma vitamin C with cancer mortality with
adjustment for HbA1c instead of diabetes mellitus the association remained materially unchanged
(Table S6).
4. Discussion
In the current study, we show that cancer is a substantially prevalent individual cause of death
after kidney transplantation, and that plasma vitamin C concentrations are inversely and independently
associated with long-term cancer mortality risk in stable KTR. Secondary analyses did not reveal
significant associations with cardiovascular mortality. To the best of our knowledge, this is the first
study that provides prospective data supporting vitamin C as a potential risk factor for cancer mortality
in KTR.
Our results are in line with previously reported cancer mortality risk data in KTR. Au et al.
reported that 16.7% of deaths in a large cohort of KTR were due to cancer after a median follow-up of
6.3 (IQR, 2.3–12.0) years. Although cancer mortality has been previously described as an increasing
and imperative problem in KTR [2,5,6,10], there is a paucity of studies exploring potential risk factors
and underlying mechanisms leading to this increased cancer mortality in KTR. Immunosuppression
following kidney transplant is the most accepted risk factor, specifically CNI [4,6,38,39]. In fact, there is
extensive research focused on finding the best combination of immunosuppressants in order to reduce
de novo malignancy incidence without increasing rejection rates, where m-TOR inhibitors could have
a role in reducing cancer risk [6,40–42]. Noteworthy is that according to our findings, the association
of plasma vitamin C concentrations with cancer mortality is independent of immunosuppressive
therapies after a kidney transplant.
Low plasma vitamin C has been previously associated with gastric cancer risk in the general
population. In this patient setting, mean plasma vitamin C concentration was 39.9 ± 25.2 µmol/L for
cases and 41.5 ± 19.4 µmol/L for controls, both comparable to those from our study [14]. Likewise,
in the general male population, low plasma vitamin C was linked to an increased risk of mortality
with cancer playing a key role. In this study, median plasma vitamin C was 49.4 (IQR, 47.7–51.7)
µmol/L [13], also comparable to our study. Furthermore, the anti-cancer properties from vitamin C and
other antioxidants have drawn much attention in the oncology research field [43–46]. According to
the results of cross-sectional analyses of our study, daily fruit intake was independently associated
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with plasma vitamin C levels, congruent with evidence suggesting a diet high in fruits to be associated
with decreased cancer risk in various patient settings, with antioxidants playing a key-role [47–53].
Surprisingly, our results show that the association of lower plasma vitamin C with cancer mortality
risk is independent of fruit and vegetable intake, introducing vitamin C as a specific therapeutic target
in this setting of patients.
A possible explanation for the association we found could be the important role that vitamin C
plays as epigenetic modulator in health and disease [43–46], and specifically in cancer cell lines [54].
On the other hand, it is well known that oxidative stress can cause cancer [55,56], due to oxidative
damage to deoxyribonucleic acid (DNA) [57]. This oxidative damage is usually counteracted by DNA
repair enzymes, but in a pro-oxidant environment, e.g., chronic inflammation and uremic state [58,59],
this defense-mechanism is held back [56,60,61]. It has been suggested that antioxidant treatment cannot
prevent occurrence of gastrointestinal cancer and that it may even increase overall risk of mortality [55].
However, it has been described that kidney transplant recipients (KTR) have increased oxidative
stress [19], which in turn can lead to increased oxidative damage to DNA [57]. Together with decreased
immunological surveillance secondary to post-transplant immunosuppression, these phenomena can
play a role in increased cancer mortality in KTR and an increased contribution of oxidative stress
therein. It can therefore not be excluded that other than subjects of the general population, KTR could
benefit from anti-oxidant treatment. High dosages of vitamin C supplementation have been linked to
higher risk of development of oxalate kidney stones in male subjects of the general population [62,63].
Vitamin C supplementation may also enhance immunity, which could result in increased risk of
rejection. Such effects could limit the utility of vitamin C supplementation in clinical practice and
should be taken into account when considering vitamin C supplementation strategies in KTR. Of note,
no significant interaction of the association of vitamin C with cancer mortality was found by oxidative
stress biomarkers. In light of these results, it could be hypothesized that the inverse association of
vitamin C with cancer mortality hereby reported may be explained by its potential role as epigenetic
modulator rather than through its antioxidant properties. The latter may be further supported by the
finding that plasma vitamin C was inversely associated with cancer mortality independently of fruit
and vegetable intake, which suggests that the beneficial effect of vitamin C would not be fully related
to the classic theory of dietary intake of natural antioxidants as anticarcinogens [53,57].
Our study has important strengths, including its large sample size of stable KTR, which were
closely monitored during a considerable follow-up period by regular check-up in the outpatient
clinic, without loss of participants to follow-up. Furthermore, data were extensively collected,
allowing to adjust our findings for several potential confounders and predictors of the main results,
including current or former smoking status. We acknowledge the study’s limitations as the following.
First, vitamin C was measured at baseline. Like the current study, most epidemiological studies use
a single baseline measurement to predict outcomes, which adversely affects predictive properties of
variables associated with outcomes [64–67]. If intra-individual variability of predictive biomarkers
using repeated measurements is taken into account, this results in strengthening of predictive
properties, particularly in case of markers with high intra-individual variation [64,67]. The lower
the intra-individual variation from one measurement to the next would be, the more accurate the
single measurement represents the usual level of the marker [64–67]. Noteworthy, evidence available
for intra-individual variability of plasma vitamin C suggests that its concentrations relatively stable
over time, with a single plasma vitamin C measurement being representative of an individual’s
status for long periods of time [65]. Moreover, previous epidemiological studies have used a baseline
measurement of plasma vitamin C to predict clinical outcomes over a period of several years [68–70].
Second, we measured plasma vitamin C rather than leukocyte vitamin C, which could have provided
assessment of tissue vitamin C, and therefore additional information on the role of vitamin C in
disease prevention [71]. Third, initiation of vitamin C supplementation during follow-up was not
recorded, which could have introduced bias that cannot be accounted for in our analyses. Fourth,
incidence and types of non-fatal cancer were not documented, while this information would have been
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of added value to the reported findings. With the presented data, we had no power to discriminate the
association with cancer mortality by types of cancer, which does not necessarily imply that associations
are similar for all types of cancer. Nevertheless, our results show, for the first time, a prospective
association of plasma vitamin C with long-term risk of cancer mortality in stable kidney transplant
recipients, which holds a plea for future studies in which data on incidence and types of non-fatal
cancer are collected. To allow for such studies we have started a new large, long-lasting prospective
cohort study in kidney transplant recipients in which collection of such data is included [72]. Another
limitation is that history of cured skin cancer was not documented, it could therefore not be included
in multivariable analyses. Finally, due to its observational design, conclusions on causality cannot be
drawn from our results.
In conclusion, we show that cancer is a substantially prevalent individual cause of death after
kidney transplantation, and that plasma vitamin C concentrations are inversely and independently
associated with cancer mortality risk. Remarkably, our findings link for the first time plasma vitamin
C concentrations with cancer mortality risk in KTR, which underscores that vitamin C may be a
meaningful as yet overlooked modifiable risk factor of cancer mortality in KTR. Considering the
relative increase in cancer mortality rates in kidney transplant recipients along with the decline in
deaths due to cardiovascular causes, it is expected that novel risk management strategies are to emerge.
Whether a novel vitamin C-targeted strategy may represent an opportunity to decrease the burden of
cancer mortality in KTR requires further studies.
Supplementary Materials: The following are available online at http://www.mdpi.com/2077-0383/8/12/2064/s1,
Figure S1: Strobe flow diagram, Table S1: Death-related type of cancer, Table S2: Association of plasma vitamin
C with cancer mortality, all models, Table S3: Interaction analyses for potential confounders on the association
of vitamin C with cancer mortality, Table S4: Sensitivity analysis; association of plasma vitamin C with cancer
mortality in 598 kidney transplant recipients, censored for graft-failure, Table S5: Sensitivity analysis; association
of plasma vitamin C with cardiovascular mortality in 598 kidney transplant recipients, censored for graft-failure,
Table S6: Sensitivity analysis; association of plasma vitamin C with cancer mortality in 598 kidney transplant
recipients, with HbA1c instead of diabetes mellitus as potential confounder.
Author Contributions: Formal analysis, T.A.G., C.G.S. and D.G.; investigation, T.A.G., C.G.S., D.G., M.F.E., R.A.P.,
M.H.d.B., R.O.B.G., S.P.B., R.R., G.J.N. and S.J.L.B.; data curation, T.A.G., C.G.S. and D.G.; writing—original
draft preparation, T.A.G. and C.G.S.; writing—review and editing, T.A.G., C.G.S., D.G., M.F.E., R.A.P., M.H.d.B.,
R.O.B.G., S.P.B., R.R., G.J.N. and S.J.L.B.; supervision, R.R., G.J.N. and S.J.L.B.; project administration, R.O.B.G.,
S.P.B., G.J.N. and S.J.L.B.; funding acquisition, T.A.G., C.G.S. and S.J.L.B.
Funding: This study is based on data from the TransplantLines Insulin Resistance and Inflammation Biobank
and Cohort Study (TxL-IRI; ClinicalTrials.gov identifier: NCT03272854), which was funded by the Dutch Kidney
Foundation (grant C00.1877). Camilo G. Sotomayor is supported by a doctorate studies grant from Comisión
Nacional de Investigación Científica y Tecnológica (F 72190118). Funders of this study had no role in the study
design, collection of the data, analyzing the data, interpretation of results, writing the manuscript or the decision
to submit the manuscript.
Conflicts of Interest: The authors declare no conflict of interest. The funders had no role in the design of the
study; in the collection, analyses, or interpretation of data; in the writing of the manuscript, or in the decision to
publish the results.
References
1. Briggs, J.D. Causes of death after renal transplantation. Nephrol. Dial. Transpl. 2001, 16, 1545–1549. [CrossRef]
2. Pippias, M.; Jager, K.J.; Kramer, A.; Leivestad, T.; Sánchez, M.B.; Caskey, F.J.; Collart, F.; Couchoud, C.;
Dekker, F.W.; Finne, P.; et al. The changing trends and outcomes in renal replacement therapy: Data from the
ERA-EDTA Registry. Nephrol. Dial. Transpl. 2016, 31, 831–841. [CrossRef] [PubMed]
3. Ojo, A.O.; Hanson, J.A.; Wolfe, R.A.; Leichtman, A.B.; Agodoa, L.Y.; Port, F.K. Long-term survival in renal
transplant recipients with graft function. Kidney Int. 2000, 57, 307–313. [CrossRef] [PubMed]
4. Lim, W.H.; Russ, G.R.; Wong, G.; Pilmore, H.; Kanellis, J.; Chadban, S.J. The risk of cancer in kidney transplant
recipients may be reduced in those maintained on everolimus and reduced cyclosporine. Kidney Int. 2017,
91, 954–963. [CrossRef] [PubMed]
5. Pilmore, H.; Dent, H.; Chang, S.; McDonald, S.P.; Chadban, S.J. Reduction in cardiovascular death after
kidney transplantation. Transplantation 2010, 89, 851–857. [CrossRef]
J. Clin. Med. 2019, 8, 2064 13 of 16
6. Buell, J.F.; Gross, T.G.; Woodle, E.S. Malignancy after Transplantation. Transplantation 2005, 80, S254–S264.
[CrossRef]
7. Berthoux, F.; Mariat, C. Cardiovascular Death After Renal Transplantation Remains the First Cause Despite
Significant Quantitative and Qualitative Changes. Transplantation 2010, 89, 806. [CrossRef]
8. Farrugia, D.; Mahboob, S.; Cheshire, J.; Begaj, I.; Khosla, S.; Ray, D.; Sharif, A. Malignancy-related mortality
following kidney transplantation is common. Kidney Int. 2014, 85, 1395–1403. [CrossRef]
9. Wong, G.; Chapman, J.R.; Craig, J.C. Death from cancer: A sobering truth for patients with kidney transplants.
Kidney Int. 2014, 85, 1262–1264. [CrossRef]
10. Au, E.H.; Chapman, J.R.; Craig, J.C.; Lim, W.H.; Teixeira-Pinto, A.; Ullah, S.; McDonald, S.; Wong, G. Overall
and Site-Specific Cancer Mortality in Patients on Dialysis and after Kidney Transplant. J. Am. Soc. Nephrol.
2019, 30, 471–480. [CrossRef]
11. Stoyanova, E.; Sandoval, S.B.; Zúñiga, L.A.; El-Yamani, N.; Coll, E.; Pastor, S.; Reyes, J.; Andrés, E.; Ballarin, J.;
Xamena, N.; et al. Oxidative DNA damage in chronic renal failure patients. Nephrol. Dial. Transpl. 2010,
25, 879–885. [CrossRef] [PubMed]
12. Rodrigo, R.; Guichard, C.; Charles, R. Clinical pharmacology and therapeutic use of antioxidant vitamins.
Fundam. Clin. Pharm. 2007, 21, 111–127. [CrossRef] [PubMed]
13. Loria, C.M.; Klag, M.J.; Caulfield, L.E.; Whelton, P.K. Vitamin C status and mortality in US adults. Am. J.
Clin. Nutr. 2000, 72, 139–145. [CrossRef] [PubMed]
14. Jenab, M.; Riboli, E.; Ferrari, P.; Sabate, J.; Slimani, N.; Norat, T.; Friesen, M.; Tjønneland, A.; Olsen, A.;
Overvad, K.; et al. Plasma and dietary vitamin C levels and risk of gastric cancer in the European Prospective
Investigation into Cancer and Nutrition (EPIC-EURGAST). Carcinogenesis 2006, 27, 2250–2257. [CrossRef]
[PubMed]
15. Block, G.; Dietrich, M.; Norkus, E.P.; Morrow, J.D.; Hudes, M.; Caan, B.; Packer, L. Factors associated with
oxidative stress in human populations. Am. J. Epidemiol. 2002, 156, 274–285. [CrossRef] [PubMed]
16. Koenig, G.; Seneff, S. Gamma-Glutamyltransferase: A Predictive Biomarker of Cellular Antioxidant
Inadequacy and Disease Risk. Dis. Markers 2015, 2015, 818570. [CrossRef]
17. Lee, D.H.; Blomhoff, R.; Jacobs, D.R. Is serum gamma glutamyltransferase a marker of oxidative stress?
Free Radic. Res. 2004, 38, 535–539. [CrossRef]
18. Frei, B.; Stocker, R.; Amest, B.N. Antioxidant defenses and lipid peroxidation in human blood plasma
(oxidants/polymorphonuclear leukocytes/ascorbate/plasma peroxidase). Proc. Natl. Acad. Sci. USA 1988,
85, 9748–9752. [CrossRef]
19. Frenay, A.S.; de Borst, M.H.; Bachtler, M.; Tschopp, N.; Keyzer, C.A.; van den Berg, E.; Bakker, S.J.L.;
Feelisch, M.; Pasch, A.; van Goor, H. Serum free sulfhydryl status is associated with patient and graft survival
in renal transplant recipients. Free Radic. Biol. Med. 2016, 99, 345–351. [CrossRef]
20. Kasiske, B.L.; Vazquez, M.A.; Harmon, W.E.; Brown, R.S.; Danovitch, G.M.; Gaston, R.S.; Roth, D.;
Scandling, J.D.; Singer, G.G. Recommendations for the outpatient surveillance of renal transplant recipients.
American Society of Transplantation. J. Am. Soc. Nephrol. 2000, 11 (Suppl. 1), S1–S86.
21. Sinkeler, S.J.; Zelle, D.M.; Homan van der Heide, J.J.; Gans, R.O.B.; Navis, G.; Bakker, S.J.L. Endogenous
Plasma Erythropoietin, Cardiovascular Mortality and All-Cause Mortality in Renal Transplant Recipients.
Am. J. Transpl. 2012, 12, 485–491. [CrossRef] [PubMed]
22. Sotomayor, C.G.; Gomes-Neto, A.W.; Eisenga, M.F.; Nolte, I.M.; Anderson, J.L.C.; de Borst, M.H.; Osté, M.C.J.;
Rodrigo, R.; Gans, R.O.B.; Berger, S.P.; et al. Consumption of fruits and vegetables and cardiovascular
mortality in renal transplant recipients: A prospective cohort study. Nephrol. Dial. Transpl. 2018. [CrossRef]
[PubMed]
23. Report of the Expert Committee on the Diagnosis and Classification of Diabetes Mellitus. Diabetes Care 2003,
26, S5–S20. [CrossRef] [PubMed]
24. Levey, A.S.; Stevens, L.A.; Schmid, C.H.; Zhang, Y.; Castro, A.F.; Feldman, H.I.; Kusek, J.W.; Eggers, P.; Van
Lente, F.; Greene, T.; et al. A New Equation to Estimate Glomerular Filtration Rate. Ann. Intern. Med. 2009,
150, 604. [CrossRef]
25. Annema, W.; Dikkers, A.; Freark de Boer, J.; Dullaart, R.P.F.; Sanders, J.-S.F.; Bakker, S.J.L.; Tietge, U.J.F.
HDL Cholesterol Efflux Predicts Graft Failure in Renal Transplant Recipients. J. Am. Soc. Nephrol. 2016,
27, 595–603. [CrossRef]
J. Clin. Med. 2019, 8, 2064 14 of 16
26. De Leeuw, K.; Sanders, J.S.; Stegeman, C.; Smit, A.; Kallenberg, C.G.; Bijl, M. Accelerated atherosclerosis in
patients with Wegener’s granulomatosis. Ann. Rheum. Dis. 2005, 64, 753–759. [CrossRef]
27. Hoeksma, D.; Rebolledo, R.A.; Hottenrott, M.; Bodar, Y.S.; Wiersema-Buist, J.J.; Van Goor, H.;
Leuvenink, H.G.D. Inadequate Antioxidative Responses in Kidneys of Brain-Dead Rats. Transplantation 2017,
101, 746–753. [CrossRef]
28. Van der Toorn, M.; Rezayat, D.; Kauffman, H.F.; Bakker, S.J.L.; Gans, R.O.B.; Koëter, G.H.; Choi, A.M.K.;
van Oosterhout, A.J.M.; Slebos, D.-J. Lipid-soluble components in cigarette smoke induce mitochondrial
production of reactive oxygen species in lung epithelial cells. Am. J. Physiol. Cell. Mol. Physiol. 2009,
297, L109–L114. [CrossRef]
29. Weiner, M.G.; Livshits, A.; Carozzoni, C.; McMenamin, E.; Gibson, G.; Loren, A.W.; Hennessy, S. Derivation of
malignancy status from ICD-9 codes. In AMIA Annual Symposium Proceedings; American Medical Informatics
Association: Bethesda, MD, USA, 2003; p. 1050.
30. Tan, F.E.S.; Jolani, S.; Verbeek, H. Guidelines for multiple imputations in repeated measurements with
time-dependent covariates: A case study. J. Clin. Epidemiol. 2018, 102, 107–114. [CrossRef]
31. Sotomayor, C.G.; Eisenga, M.F.; Gomes Neto, A.W.; Ozyilmaz, A.; Gans, R.O.B.; De Jong, W.H.A.; Zelle, D.M.;
Berger, S.P.; Gaillard, C.A.J.M.; Navis, G.J.; et al. Vitamin C depletion and all-cause mortality in renal
transplant recipients. Nutrients 2017, 9, 568. [CrossRef]
32. Harrell, F.E.J.; Lee, K.L.; Mark, D.B. Multivariable prognostic models: Issues in developing models, evaluating
assumptions and adequacy, and measuring and reducing errors. Stat. Med. 1996, 15, 361–387. [CrossRef]
33. Oterdoom, L.H.; van Ree, R.M.; de Vries, A.P.J.; Gansevoort, R.T.; Schouten, J.P.; van Son, W.J.; Homan
van der Heide, J.J.; Navis, G.; de Jong, P.E.; Gans, R.O.B.; et al. Urinary Creatinine Excretion Reflecting
Muscle Mass is a Predictor of Mortality and Graft Loss in Renal Transplant Recipients. Transplantation 2008,
86, 391–398. [CrossRef] [PubMed]
34. Gomes-Neto, A.W.; Osté, M.C.J.; Sotomayor, C.G.; Berg, E.V.D.; Geleijnse, J.M.; Gans, R.O.B.; Bakker, S.J.L.;
Navis, G.J. Fruit and Vegetable Intake and Risk of Post Transplantation Diabetes Mellitus in Renal Transplant
Recipients. Diabetes Care 2019, 42, 1645–1652. [CrossRef] [PubMed]
35. Noordzij, M.; Leffondré, K.; Van Stralen, K.J.; Zoccali, C.; Dekker, F.W.; Jager, K.J. When do we need competing
risks methods for survival analysis in nephrology? Nephrol. Dial. Transpl. 2013, 28, 2670–2677. [CrossRef]
[PubMed]
36. Von Elm, E.; Altman, D.G.; Egger, M.; Pocock, S.J.; Gøtzsche, P.C.; Vandenbroucke, J.P. The Strengthening
the Reporting of Observational Studies in Epidemiology (STROBE) statement: Guidelines for reporting
observational studies. Lancet 2007, 370, 1453–1457. [CrossRef]
37. Zhu, X.; Zhou, X.; Zhang, Y.; Sun, X.; Liu, H.; Zhang, Y. Reporting and methodological quality of survival
analysis in articles published in Chinese oncology journals. Medicine 2017, 96, e9204. [CrossRef]
38. Dantal, J.; Hourmant, M.; Cantarovich, D.; Giral, M.; Blancho, G.; Dreno, B.; Soulillou, J.P. Effect of
long-term immunosuppression in kidney-graft recipients on cancer incidence: Randomised comparison of
two cyclosporin regimens. Lancet 1998, 351, 623–628. [CrossRef]
39. Gutierrez-Dalmau, A.; Campistol, J.M. Immunosuppressive therapy and malignancy in organ transplant
recipients: A systematic review. Drugs 2007, 67, 1167–1198. [CrossRef]
40. Karpe, K.M.; Talaulikar, G.S.; Walters, G.D. Calcineurin inhibitor withdrawal or tapering for kidney transplant
recipients. Cochrane Database Syst. Rev. 2017. [CrossRef]
41. Kao, C.C.; Liu, J.S.; Lin, M.H.; Hsu, C.Y.; Chang, F.C.; Lin, Y.C.; Chen, H.H.; Chen, T.W.; Hsu, C.C.;
Wu, M.S. Impact of mTOR Inhibitors on Cancer Development in Kidney Transplantation Recipients: A
Population-Based Study. Transpl. Proc. 2016, 48, 900–904. [CrossRef]
42. Piselli, P.; Serraino, D.; Segoloni, G.P.; Sandrini, S.; Piredda, G.B.; Scolari, M.P.; Rigotti, P.; Busnach, G.;
Messa, P.; Donati, D.; et al. Risk of de novo cancers after transplantation: Results from a cohort of 7217
kidney transplant recipients, Italy 1997–2009. Eur. J. Cancer 2013, 49, 336–344. [CrossRef] [PubMed]
43. Mastrangelo, D.; Pelosi, E.; Castelli, G.; Lo-Coco, F.; Testa, U. Mechanisms of anti-cancer effects of ascorbate:
Cytotoxic activity and epigenetic modulation. Blood Cells. Mol. Dis. 2018, 69, 57–64. [CrossRef] [PubMed]
44. Du, J.; Cullen, J.J.; Buettner, G.R. Ascorbic acid: Chemistry, biology and the treatment of cancer.
Biochim. Biophys. Acta 2012, 1826, 443–457. [CrossRef] [PubMed]
45. Cimmino, L.; Neel, B.G.; Aifantis, I. Vitamin C in Stem Cell Reprogramming and Cancer. Trends Cell Biol.
2018, 28, 698–708. [CrossRef]
J. Clin. Med. 2019, 8, 2064 15 of 16
46. Shenoy, N.; Creagan, E.; Witzig, T.; Levine, M. Ascorbic Acid in Cancer Treatment: Let the Phoenix Fly.
Cancer Cell 2018, 34, 700–706. [CrossRef]
47. Saglimbene, V.M.; Wong, G.; Ruospo, M.; Palmer, S.C.; Garcia-Larsen, V.; Natale, P.; Teixeira-Pinto, A.;
Campbell, K.L.; Carrero, J.-J.; Stenvinkel, P.; et al. Fruit and Vegetable Intake and Mortality in Adults
undergoing Maintenance Hemodialysis. Clin. J. Am. Soc. Nephrol. 2019, 14, 250–260. [CrossRef] [PubMed]
48. Lin, J.; Cook, N.R.; Albert, C.; Zaharris, E.; Gaziano, J.M.; Van Denburgh, M.; Buring, J.E.; Manson, J.E.
Vitamins C and E and Beta Carotene Supplementation and Cancer Risk: A Randomized Controlled Trial.
J. Natl. Cancer Inst. 2009, 101, 14–23. [CrossRef]
49. Genkinger, J.M.; Platz, E.A.; Hoffman, S.C.; Comstock, G.W.; Helzlsouer, K.J. Fruit, Vegetable, and Antioxidant
Intake and All-Cause, Cancer, and Cardiovascular Disease Mortality in a Community-dwelling Population
in Washington County, Maryland. Am. J. Epidemiol. 2004, 160, 1223–1233. [CrossRef]
50. Lunet, N.; Valbuena, C.; Vieira, A.L.; Lopes, C.; Lopes, C.; David, L.; Carneiro, F.; Barros, H. Fruit and
vegetable consumption and gastric cancer by location and histological type: Case–control and meta-analysis.
Eur. J. Cancer Prev. 2007, 16, 312–327. [CrossRef]
51. Gandini, S.; Merzenich, H.; Robertson, C.; Boyle, P. Meta-analysis of studies on breast cancer risk and diet.
Eur. J. Cancer 2000, 36, 636–646. [CrossRef]
52. Pavia, M.; Pileggi, C.; Nobile, C.G.; Angelillo, I.F. Association between fruit and vegetable consumption and
oral cancer: A meta-analysis of observational studies. Am. J. Clin. Nutr. 2006, 83, 1126–1134. [CrossRef]
[PubMed]
53. Ames, B.N. Dietary carcinogens and anticarcinogens. Oxygen radicals and degenerative diseases. Science
1983, 221, 1256–1264. [CrossRef] [PubMed]
54. Mustafi, S.; Sant, D.W.; Liu, Z.J.; Wang, G. Ascorbate induces apoptosis in melanoma cells by suppressing
Clusterin expression. Sci. Rep. 2017, 7, 3671. [CrossRef] [PubMed]
55. Bjelakovic, G.; Nikolova, D.; Simonetti, R.G.; Gluud, C. Antioxidant supplements for prevention of
gastrointestinal cancers: A systematic review and meta-analysis. Lancet 2004, 364, 1219–1228. [CrossRef]
56. Vamvakas, S.; Bahner, U.; Heidland, A. Cancer in End-Stage Renal Disease: Potential Factors Involved.
Am. J. Nephrol. 1998, 18, 89–95. [CrossRef] [PubMed]
57. Ames, B.N.; Gold, L.S.; Willett, W.C. The causes and prevention of cancer. Proc. Natl. Acad. Sci. USA 1995,
92, 5258–5265. [CrossRef]
58. Maisonneuve, P.; Agodoa, L.; Gellert, R.; Stewart, J.H.; Buccianti, G.; Lowenfels, A.B.; Wolfe, R.A.; Jones, E.;
Disney, A.P.S.; Briggs, D.; et al. Cancer in patients on dialysis for end-stage renal disease: An international
collaborative study. Lancet 1999, 354, 93–99. [CrossRef]
59. Malachi, T.; Zevin, D.; Gafter, U.; Chagnac, A.; Slor, H.; Levi, J. DNA repair and recovery of RNA synthesis in
uremic patients. Kidney Int. 1993, 44, 385–389. [CrossRef]
60. Roselaar, S.E.; Nazhat, N.B.; Winyard, P.G.; Jones, P.; Cunningham, J.; Blake, D.R. Detection of oxidants in
uremic plasma by electron spin resonance spectroscopy. Kidney Int. 1995, 48, 199–206. [CrossRef]
61. Xu, H.; Matsushita, K.; Su, G.; Trevisan, M.; Ärnlöv, J.; Barany, P.; Lindholm, B.; Elinder, C.-G.; Lambe, M.;
Carrero, J.-J. Estimated Glomerular Filtration Rate and the Risk of Cancer. Clin. J. Am. Soc. Nephrol. 2019,
14, 530–539. [CrossRef]
62. Thomas, L.D.K.; Elinder, C.-G.; Tiselius, H.-G.; Wolk, A.; Åkesson, A. Ascorbic Acid Supplements and Kidney
Stone Incidence Among Men: A Prospective Study. JAMA Intern. Med. 2013, 173, 386. [CrossRef] [PubMed]
63. Ferraro, P.M.; Curhan, G.C.; Gambaro, G.; Taylor, E.N. Total, Dietary, and Supplemental Vitamin C Intake
and Risk of Incident Kidney Stones. Am. J. Kidney Dis. 2016, 67, 400–407. [CrossRef] [PubMed]
64. Koenig, W.; Sund, M.; Fröhlich, M.; Löwel, H.; Hutchinson, W.L.; Pepys, M.B. Refinement of the association
of serum C-reactive protein concentration and coronary heart disease risk by correction for within-subject
variation over time: The MONICA Augsburg studies, 1984 and 1987. Am. J. Epidemiol. 2003, 158, 357–364.
[CrossRef] [PubMed]
65. Block, G.; Dietrich, M.; Norkus, E.; Jensen, C.; Benowitz, N.L.; Morrow, J.D.; Hudes, M.; Packer, L.
Intraindividual variability of plasma antioxidants, markers of oxidative stress, C-reactive protein, cotinine,
and other biomarkers. Epidemiology 2006, 17, 404–412. [CrossRef] [PubMed]
66. Van Ree, R.M.; De Vries, A.P.J.; Oterdoom, L.H.; Seelen, M.A.; Gansevoort, R.T.; Schouten, J.P.; Struck, J.;
Navis, G.; Gans, R.O.B.; Van Der Heide, J.J.H.; et al. Plasma procalcitonin is an independent predictor of
graft failure late after renal transplantation. Transplantation 2009, 88, 279–287. [CrossRef] [PubMed]
J. Clin. Med. 2019, 8, 2064 16 of 16
67. Danesh, J.; Wheeler, J.G.; Hirschfield, G.M.; Eda, S.; Eiriksdottir, G.; Rumley, A.; Lowe, G.D.O.; Pepys, M.B.;
Gudnason, V. C-Reactive Protein and Other Circulating Markers of Inflammation in the Prediction of
Coronary Heart Disease. N. Engl. J. Med. 2004, 350, 1387–1397. [CrossRef] [PubMed]
68. Yokoyama, T.; Date, C.; Kokubo, Y.; Yoshiike, N.; Matsumura, Y.; Tanaka, H. Serum Vitamin C Concentration
Was Inversely Associated with Subsequent 20-Year Incidence of Stroke in a Japanese Rural Community.
Stroke 2000, 31, 2287–2294. [CrossRef]
69. Deicher, R.; Ziai, F.; Bieglmayer, C.; Schillinger, M.; Hörl, W.H. Low total vitamin C plasma level is a risk
factor for cardiovascular morbidity and mortality in hemodialysis patients. J. Am. Soc. Nephrol. 2005,
16, 1811–1818. [CrossRef]
70. Czernichow, S.; Vergnaud, A.C.; Galan, P.; Arnaud, J.; Favier, A.; Faure, H.; Huxley, R.; Hercberg, S.;
Ahluwalia, N. Effects of long-term antioxidant supplementation and association of serum antioxidant
concentrations with risk of metabolic syndrome in adults. Am. J. Clin. Nutr. 2009, 90, 329–335. [CrossRef]
71. Moyad, M.A.; Combs, M.A.; Vrablic, A.S.; Velasquez, J.; Turner, B.; Bernal, S. Vitamin C metabolites,
independent of smoking status, significantly enhance leukocyte, but not plasma ascorbate concentrations.
Adv. Ther. 2008, 25, 995–1009. [CrossRef]
72. Eisenga, M.F.; Gomes-Neto, A.W.; van Londen, M.; Ziengs, A.L.; Douwes, R.M.; Stam, S.P.; Osté, M.C.J.;
Knobbe, T.J.; Hessels, N.R.; Buunk, A.M.; et al. Rationale and design of TransplantLines: A prospective
cohort study and biobank of solid organ transplant recipients. BMJ Open 2018, 8, e024502. [CrossRef]
[PubMed]
© 2019 by the authors. Licensee MDPI, Basel, Switzerland. This article is an open access
article distributed under the terms and conditions of the Creative Commons Attribution
(CC BY) license (http://creativecommons.org/licenses/by/4.0/).
